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Alterations of facial muscles may critically humper patients' quality of life. One of the worst conditions is
the reduction or abolition of eye blinking. To prevent these adverse effects, surgical rehabilitation of eyelid
function is the current treatment choice. In the present paper, we present a modiﬁcation of the technique
devised by Nassif to recover lids from long-standing paralysis. In our modiﬁcation, the upper lid is
rehabilitated by a platisma graft innervated by the contralateral facial nerve branches using a cross-face
sural nerve graft. The lower lid is pulled upward by a fascia lata string suspension. Fourteen patients
with unilateral facial paralysis were operated on consecutively. For each patient, two sets of frontal
photographs with open and closed eyes were available, before and after the surgical rehabilitation. On
average, eyelid lumen with closed eyes decreased by 2.6 mm (SD 2.4) after surgical rehabilitation (37% of
the initial value). With open eyes, the decrement was 1.5 mm (SD 1.6, 15%). The modiﬁcations were highly
signiﬁcant (p < 0.01), with very large effect sizes. Reanimation of the paralyzed eye by mean of cross-face
nerve graft followed by platisma neurotization can restore natural eyelid closure and blink reﬂex.
© 2018 European Association for Cranio-Maxillo-Facial Surgery. Published by Elsevier Ltd. All rights reserved.1. Introduction
Facial paralysis entails morphological, psychological and func-
tional deﬁcits. Among the last ones, coverage of the cornea and its
lubrication is the main one, because its deﬁcit leads to in-
ﬂammations, lesions, ulcerations, up to loss of vision because of deep
ophthalmitis (Allevi et al., 2014).
Normal health of the cornea is due to its coverage by voluntary
closure of the eyelids and involuntary blinking up to 10e19 times
per minute (Sforza et al., 2008), the last being inﬂuenced by manyal Sciences for Health, Uni-
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//doi.org/10.1016/j.jcms.2017.variables. The goal of blinking is leading the tear ﬂuid produced by
the lacrimal gland superolaterally in the orbit to the lacrimal points,
medially located, in order to shed it over the cornea.
If the orbicularis oculi muscle is paralyzed for a long time (more
than 18e24 months), its neurotization by neurorrhaphy to a new
motor nerve is not suitable because of its irreversible atrophy and
new technical solutions most be undertaken (Biglioli, 2015a). Those
may be subdivided into the following: mechanical means: mainly
lid weights or palpebral springs (Demirci and Frueh, 2009; Yu et al.,
2011; Bianchi et al., 2014); static surgical procedures: tarsorrhaphy,
fascia lata suspensions, levatormuscle elongement (Guillou-Jamard
et al., 2011); and dynamic surgical procedures: rotation of tempo-
ralis ﬂaps, muscle grafting, free ﬂaps transposition (Deutinger and
Freilinger, 1991; Frey et al., 2004).
Those procedures aim to restore voluntary eyelid closure, but
two main problems remain open. All techniques other than thosevier Ltd. All rights reserved.
alyzed lids by cross-face nerve graft and platysma transfer, Journal of
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eyelid closure. That means that the patient has to think about what
to do in order to obtain the desired movement (for example,
relaxing the tone of the levator palpebrae in order to allow the
weight set into the upper lid to descent while being in an upward
position). All this is tiring for the patient, who consequently does not
use much that function.
The second problem is that, being those procedures based on a
voluntary stimulus, involuntary blink reﬂex and consequent
lubrication of the cornea are highly reduced.
Only procedures based on contralateral healthy facial nerve
stimulus, carried by a cross-face nerve graft coupled with a free-
ﬂap or a muscle graft, may re-establish a successful voluntary and
spontaneous blinking. Results are variable, however, because
quantities of axons growing through long nerve grafts are variable.
At the International Facial Nerve Symposium in Rome in 2009,
Dr. Nassif proposed a technique to recover lids from paralysis based
on platisma grafts transposition to the upper and lower lids,
innervated by the contralateral facial nerve branches by mean of
two cross-face sural nerve grafts.
In the current study, the authors present a modiﬁcation of this
technique, rehabilitating only the upper lid by platisma graft plus a
cross-face sural nerve graft. The lower lid is pulled upward by a
simple fascia lata string suspension.
Treatment planning in facial palsy and patient follow-up need a
thorough clinical assessment that should be supplemented by
objective, quantitative evaluations to be shared among treatment
centers, allowing the comparison of the various techniques and the
identiﬁcation of the best treatment choices. Currently, facial palsy is
clinically assessed by various scales, as recently reviewed by Fattah
et al. (2015), while quantitative information about the movements
of selected facial landmarks is provided by optical motion capture
systems (Sforza et al., 2008, 2015, 2012; Tzou et al., 2012). Unfor-
tunately, these instruments are not widespread, and their use is
often limited to research centers. In some occasions, quantitative
evaluations can be performed using simple and low-cost methods
such as photography, provided that a well-deﬁned and repeatable
protocol is provided (Driessen et al., 2011; Riml et al., 2011; Choi
and Eo, 2014; Snyder-Warwick et al., 2015; Pavese et al., 2016).
In particular, the correction of eyelid motion and the reduction
of lagophthalmos can be quantitatively assessed by post-treatment
frontal facial photographs, one of the most widely diffused clinical
records, to be compared to pre-treatment images. In our laboratory,
we developed a standardized photographic technique that allows a
quantitative assessment of eyelid position and lagophthalmos
(Zago et al., 2017). The method employs the constancy of iris
diameter to standardize facial dimensions (Sp€orri et al., 2004;
Driessen et al., 2011).
In the current investigation, we present the clinical and objec-
tive quantitative results of the modiﬁed surgical technique for the
rehabilitation of paralyzed eyelids.
2. Materials and methods
2.1. Surgical technique
The following are a two-part surgical procedure.
2.1.1. First operation
A 20/25-cm tract of the sural nerve is harvested, traditionally in
the leg. Contemporarily, on the healthy side of the face, a second
surgical team makes a face-lift type of incision, extended 6e8 cm
into the temporalis region to a few centimeters backward to the
earlobe. The skin is elevated into a subcutaneous plane of dissection
up to 2 cmmedial to the anterior margin of the parotid gland. A fewPlease cite this article in press as: Biglioli F, et al., Reanimation of the par
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immediately underneath the zygomatic arch, the superﬁcial
muscular aponeurotic system (SMAS) is opened up by dissecting the
plane with the tips of the forceps parallel to the course of facial
nerve branches, at a slight angle from inferolateral to supramedial.
One ormorewhite branches of the facial nerve, running over the red
masseter background, are identiﬁed. Those are tested to ensure the
activation of the upper half of the orbicularis oculi muscle. If the
branch is too tiny or if it activates other parts of the facial mimetic
musculature, surgical exposure of another branchmust be done. The
last step is repeated until a suitable branch of the facial nerve, with a
proper caliber (at least 1-mm) is isolated. Now the harvested sural
nerve graft is set into the face in a reverse position, its distal end
joining the identiﬁed facial nerve branch and the proximal end
reaching the paralyzed upper lid. Reverse grafting of the sural
nerve is chosen in order to reduce axonal sprouting and loss from
collateral branches during regrowth through the sural nerve. An
epineural end-to-end anastomosis with 11/0 Prolene stitches is
accomplished. The free end of the sural nerve is pulled subcutane-
ously to the paralyzed upper eyelid by a speciﬁc instrument. Here,
through a small cutaneous incision in the upper lid sulcus, the nerve
end is secured to the deeper layers by a non-absorbable 5/0 stitch.
Patients are tested by Tinel's sign 6 months after the ﬁrst
operation (Moldaver, 1978). If that is positive, the second operation
takes place. If Tinel's sign is negative, the test is repeated every 2
months until it becomes positive. The second operation is carried
out even in case of negative Tinel's sign 12 months after the ﬁrst
operation.
2.1.2. Second operation
A subcutaneous pocket is prepared in the upper paralyzed lid
extending the incision of the previous operation into all the sulcus.
The subcutaneous tissue of the lid is exposed for all its horizontal
length and 2.5 cm of height.
The previously grafted sural nerve is identiﬁed and traced for
2e3 cm, freshening the free end by scissors. Care is taken to
accomplish an accurate hemostasis.
Moving into the healthy side, amid-neck skin crease is chosen to
expose the platisma. Attention must be paid to coagulate as little as
possible in order to maintain muscle ﬁber quality. Isolating ﬁrst the
superﬁcial surface and then the deep one, a 5  2-cm rectangle of
the muscle is harvested. At this point, a complete hemostasis is
carried out. The rectangle is cut out in order to obtain a trapezius,
with the minor base that will be secured to the upper lid margin
and the major base that traces elliptically the upper half of the
orbital margin, from the lateral canthus to the medial one.
A few 5/0 stitches of reabsorbable monoﬁlament suture secure
the graft in place.
Under an operating microscope, the free end of the nerve is
subdivided into 2e4 fascicles, directly ﬁxed into the platisma graft
by 8/0 single stitches in order to neurotize it directly. Skin suture is
accomplished in a standard way (Fig. 1).
2.2. Case series
Fourteen patients (7 men and 7 women; age range at time of
surgery 18e67 years, mean 42 years, SD 14) were operated on
consecutively by the senior surgeon (F.B.) between November 2009
and April 2012. All patients were affected by unilateral facial
paralysis; 9 patients had a left-sided palsy, and 5 a right-sided one.
The etiology of the palsy was oncological surgery (71%) and trauma
(29%). Details are provided in Table 1.
Before surgery, the patients underwent conventional clinical
evaluations of their facial palsy, comprising facial photographs.
They were re-assessed on average 9.3 months (SD 3; range 6e18alyzed lids by cross-face nerve graft and platysma transfer, Journal of
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Fig. 1. First operation: The sural nerve graft (blue) is neurorraphied proximally to the facial nerve branch (yellow) and distally is set into the paralyzed upper lid. Second operation:
The platisma rectangle is cut out and is set into the upper lid; the free end of the sural nerve is directly ﬁxed into the platisma graft. Right: healthy side; left: paralyzed side.
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a satisfactorily functional recovery, and a second set of frontal facial
photographs was taken.
Patients were also asked to subjectively report the grade of
discomfort that they had postoperatively compared to preopera-
tively (quantity of artiﬁcial tears still necessary, necessity to wear
sunglasses, ability to stay outside on a windy day).
2.3. Data collection
For each patient, 2 sets of frontal photographs were available,
before and after treatment. All pictures were obtained using a
digital Nikon D80 camera with a 10.2-M pixel resolution. The
measurement protocol is detailed by Zago et al. (2017). In brief, the
patients were asked to look ahead in the direction of the camera;
one picture was taken with open eyes, and one with closed eyes.
The photographs were analyzed using Adobe Photoshop CS3
(Adobe Systems Inc, San Jose, CA, USA). At ﬁrst, the diameter in
pixels of the iris was measured on the pre-surgical photograph as
the maximum horizontal distance between both edges of theTable 1
Analyzed patients and eyelid lumen variations.
Patient no./ sex Age at time
of surgery (yr)
Etiology (year)
1-M 60 Acoustic neuroma removal (2007)
2-F 47 Acoustic neuroma removal (2010)
3-F 30 Acoustic neuroma removal (2010)
4-M 48 Facial trauma (2009)
5-M 57 Acoustic neuroma removal (2007)
6-M 43 Facial trauma (2009)
7-F 18 Brainstem pilocytic astrocytoma (1996)
8-F 41 Acoustic neuroma removal (2010)
9-M 33 Facial trauma (2007)
10-F 20 Cerebellar cavernous emangioma (1998)
11-F 67 Acoustic neuroma removal (2009)
12-F 47 Acoustic neuroma removal (2009)
13-M 40 Facial trauma (2009)
14-M 38 Middle ear cholesteatoma (2007)
Surgical delay is the time between the beginning of the problem and the ﬁrst surgical in
Please cite this article in press as: Biglioli F, et al., Reanimation of the par
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colored iris (Miot et al., 2009; Driessen et al., 2011). Subsequently,
the distances between the interchantal line and the limits of the
superior and inferior eyelids were measured, and eyelid lumen
obtained as their sum (Zago et al., 2017). The measurements were
performed on all photographs, with open or closed eyes, pre- and
post-surgery (Fig. 2) in pixels, and subsequently converted into
millimeters using the dimension of the maximum iris diameter
(11.7 mm) (Driessen et al., 2011; Hashemi et al., 2015).
Palpebral closure was clinically classiﬁed as follows: a) complete
closure of the lids upon voluntary stimulus; b) almost complete
closure (up to 3mm of residual open palpebral rim) upon voluntary
closure; and c) insufﬁcient closure (over 3 mm of residual open
palpebral rim) upon voluntary closure.
2.4. Statistical analysis
Normality of data distribution was veriﬁed by the JarqueeBera
test; descriptive statistics (mean, SD) were computed for each
condition (open and closed eyes).Surgical delay Positive Tinel's
sign (mo)
Eyelid lumen variation (mm)
Open eyes Closed eyes
(mm) (%) (mm) (%)
4 yr; 2 mo 10 1.0 13.0 1.2 100.0
9 mo 6 2.2 17.9 5.4 61.4
1 yr 8 1.3 11.8 0.3 6.1
1 yr; 11 mo 8 1.2 20.8 0.3 6.3
2 yr; 4 mo 6 2.2 5.6 1.7 71.4
12 mo 6 1.4 13.2 2.4 56.7
13 yr; 7 mo 10 1.4 14.8 1.4 44.4
1 yr; 2 mo 6 3.1 34.0 0.7 22.2
2 yr; 8 mo 8 1.1 12.5 3.7 67.5
11 yr; 3 mo 8 1.5 14.3 2.0 28.9
1 yr; 10 mo 6 5.1 45.7 8.2 100.0
1 yr; 2 mo 8 0.2 2.2 5.2 72.5
1 yr; 2 mo 8 0.8 7.5 3.8 57.7
2 yr; 1 mo 8 2.8 29.4 3.6 41.4
tervention. Negative variations in eyelid lumen indicate a post-surgical reduction.
alyzed lids by cross-face nerve graft and platysma transfer, Journal of
12.022
Fig. 2. Eyelid measurement: a) before surgical treatment; b) after surgical treatment.
Fig. 3. Box plots of the eyelid lumen before and after surgical rehabilitation with open
(O) and closed (C) eyes.
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variations of the eyelid lumen were computed for all patients in
both conditions. Pre- and post-treatment data in both conditions
were compared using the Student t-tests for paired samples; a p
value of 0.05 or less was considered signiﬁcant. Cohen's d value was
computed to estimate the effect size of the differences: the effect
size was considered low for d  0.2, moderate between 0.5 and 0.8,
and large for d > 0.08 (Cohen, 1969).
3. Results
The mean operating time was 75 min for the ﬁrst operation and
70min for the second one. On average, the timing between ﬁrst and
second surgery was 9 months (between 7 and 11 months). The
beginning of platisma contraction was observed at a median of 45
days postoperatively (range 30e55 days).
Palpebral closure upon voluntary closurewas clinically classiﬁed
as complete in 1 patient (7%), almost complete in 7 patients (50%),
and insufﬁcient in the other 6 patients (43%).
Table 1 reports the absolute and percentage variations of eyelid
lumen in the open and closed eye conditions; negative values
indicate a reduction of eyelid lumen after surgical treatment. The
photographic assessment of eyelid lumen showed that the surgical
procedure was successful for both eye conditions in 11 patients
(79%), unsuccessful in 1 patient (7%), and partially successful in 2
patients (14%) who had a reduction of the eyelid lumen only in 1
condition each.
Fig. 3 shows the descriptive statistics of the eyelid lumen in the
analyzed conditions. On average, eyelid lumen in the closed eyes
condition decreased by 2.6 mm (SD 2.4), after surgical rehabilita-
tion, corresponding to 37% (SD 47) of the initial value. In the open
eye condition, the decrement was of 1.5 mm (SD 1.6), equivalent to
15% (SD 13). The modiﬁcations were highly signiﬁcant both
with open (p ¼ 0.005, Student t for paired samples) and closed
(p ¼ 0.002) eyes, with very large effect sizes (Cohen's d ¼ 0.973 for
the open eyes condition; Cohen's d ¼ 1.03 for the closed eye
condition).
Subjectively, all patients except 1 reported a high satisfaction for
the improved lubrication of their eye. Of the patients 57% reportedPlease cite this article in press as: Biglioli F, et al., Reanimation of the par
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patients, except for the sole unsuccessful case patient, reduced
greatly the numbers of time that they used to apply artiﬁcial tears.
All patients still wore sunglasses on sunny days and avoided eye
exposure during windy days. All reported less eye suffering than
prior to reconstructive surgery.
According to the ophthalmologist report, no corneal lesion
could be detected in any patient except for the patient who expe-
rienced failure of the procedure. Later, this patient underwent a
successful intervention of split temporalis ﬂap rotation (Deutinger
and Freilinger, 1991) to improve eyelid closure. Blinking compara-
ble to healthy side could not be achieved by that surgery.
Esthetics of the upper lid was partially burdened by the pro-
cedure, with a visible thickening of it and lower position of the lid at
rest in vertical position (1e2 mm) in 5 (36%) patients.alyzed lids by cross-face nerve graft and platysma transfer, Journal of
12.022
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perioperative graft infection evident on day 15, which was cured by
antibiotic treatment (amoxicillin þ clavulanic acid, 1-g tablets every
8 h for 2 weeks). Healing led to a partial closure of the eyelid, which
was cured by secondary reﬁnement surgery under local anesthesia.
Irreversible edema of the lid was observed in 1 patient (7%),
leading to a surgical revision under local anesthesia after 12
months. Temporary weakening of the orbicularis oculi function on
the healthy side was observed in 1 patient (7%) and resolved
spontaneously within 3 months (online Video 1)..
Supplementary video related to this article can be found at
https://doi.org/10.1016/j.jcms.2017.12.022.
4. Discussion
Most popular techniques used to achieve eyelid closure in facial
palsy patients do not utilize the natural facial nerve stimulus but,
rather, completely different action systems. That generally leads to
an underuse of the lid closure system. Following is an analysis
of the 2 most widely used techniques. Insertion of lid weights
(May, 1987) is an easy solutionwith the advantage of being feasible
under local anesthesia. Its efﬁcacy, however, is due to a complex
series of actions to be accomplished by the patient: the levator
palpebrae muscle, innervated by the third cranial nerve, must lose
its tone and relax while the patient is in an upright position in order
to let the upper lid descend and cover the eye. Achievement of
those conditions is stressful and tiring for these patients, who
generally do not apply them as much as necessary. Also, the foreign
body often bothers the patients, is aesthetically unpleasant, and it is
associated with a high percentage of extrusions through the skin
over time (Biglioli, 2015b).
Temporalis ﬂap rotation (Deutinger and Freilinger, 1991) allows
patients to close the eyelids while intentionally chewing hard.
Fortunately it is rare to close the eyelids unintentionally while
eating, although not impossible. The patients gets bored quickly of
this unnatural stimulus. The consequent low use of the muscle
leads to only partial amelioration of the corneal health.
In order to protect the cornea, the blinking reﬂex is at least as
important as spontaneous closure of the eyelids. It consists of the
automatic closure of the eyelids controlled by the facial nerve that
activates the orbicularis oculi function as a reﬂex of a stimulus
applied over the cornea, eyelashes, lids, periorbital and frontal
areas. Those are transduced by short and long ciliary nerves,
supratrochlear and supraorbital nerves to the ciliary and trigeminal
ganglions. From those, nuclei of III, V and VII nerves lead to the
activation of ipsilateral and contralateral facial nerve branches to
the orbicularis oculi muscles.
Frequency of blinking is impressive, with a median of 10e19
times per minute, depending on sex, age, external conditions, and
activity of the patient in that speciﬁc moment (Sforza et al., 2008).
The absence of blinking due to facial paralysis leads to serious
clinical problems such as corneal abrasions and ulcers, exposure
keratopathy, epiphora and, for themost severe lesions, loss of vision.
According to those concepts, the most complete reconstructive
techniques to restore the mechanism of eyelid closure tend also to
restore blinking. Those are cross-face facial nerve grafting followed
by a neurorrhaphy to the facial nerve branch for the orbicularis
oculi in the case of recent paralysis (Biglioli et al., 2017) or to a
motor nerve of a free muscle transfers in the case of long-standing
paralysis (Frey et al., 2004), or direct neurotization of the orbicularis
oculi muscle to treat paresis (Terzis and Anesti, 2012). The common
denominator in all techniques is a stimulus arising from the
contralateral healthy branch of the facial nerve for the orbicularis
oculi muscle. That is the only nerve branch that allows an individual
to voluntarily close the eyelids while thinking about doing itPlease cite this article in press as: Biglioli F, et al., Reanimation of the par
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or other substitutive actions) and to restore the lost blink reﬂex.
Before attempting cross-face rehabilitation of the orbicularis
oculi muscle is absolutely necessary that the muscle itself main-
tained a residual ability to contract. That is the case with recent
facial paralyzes (up to 24 months) and pareses. An electromyo-
graphic (EMG) evaluation assesses the presence of ﬁbrillations of
the orbicularis oculi. In case patients are affected by a complete
palsy lasting longer than 24 months, when no ﬁbrillations are
detectable at EMG, newmusculaturemust be grafted into the lids in
place of the orbicularis oculi. Frey et al. proposed in 2004 to use a
regionally differentiated part of a free gracilis muscle ﬂap trans-
planted to also recover smiling. The method seemed highly func-
tional but it had at least 2 negative aspects due to the power and the
mass of the muscle: the excessive bulk of the lids after surgery and
excessive strength of eyelids closure.
Terzis and Karypidis (2010) suggested using a free ﬂap of
platismamuscle. Although the technique proved to be very reliable,
a similar result is achievable by a much easier platisma graft. That
muscle is very thin, and neovascularization takes place in a few
days.
Taking those considerations into account and getting ideas from
the ﬁrst attempts to transpose muscle grafts into the paralyzed face
introduced by Thompson in 1976 to restore smiling, Nassif pro-
posed, at the 2009 International Facial Nerve Symposium in Rome,
to replace the entire orbicularis oculi muscle by a platisma graft
harvested contralaterally. Innervation was provided by 2 cross-face
nerves grafted in a previous operation and anastomized con-
tralaterally to a facial nerve branch for the upper lid and one for the
lower lid. Clinical results shown at the conference were impressive.
We choose to substitute only the upper part of the orbicularis
oculi muscle, as the branch for the lower lid is very close to the one
for the great zygomatic muscle. That one is routinely co-opted by
the authors by another cross-face nerve graft to ensure natural
smiling both voluntarily and in response to humorous situations
(Sforza et al., 2015). In fact, the distal end of the graft is anas-
tomized end-to-side to the contralateral branch for the great
zygomatic muscle while making a masseteric-to-facial nerve
anastomosis for recent paralyzes. For those patients with long-
standing facial paralysis, the distal end of the cross-face nerve
graft is anastomized end-to-side to the obturator nerve of a gracilis
free ﬂap also for the same purpose. Cutting 3 close branches of the
healthy nerve (one for the upper lid, one for the lower lid, one for
the great zygomatic muscle) could lead to a partial paralysis as a
residual from surgery. Consequently the proposed solution is to
perform the following: 1) a cross-face nerve graft for the upper lid,
followed by a platisma graft 9 months later to reanimate the upper
lid; 2) a lower lid suspension by a fascia lata string graft (Rose,
2005), avoiding cutting the healthy median nervous branch
providing the lower lid.
A 2-time reconstructive technique involves a longer amount of
time before obtaining results, more stress for the patient, and
higher health care costs. The reason for not doing the reconstruc-
tion all in one operation is the high possibility of the graftedmuscle
to atrophy irreversibly before neurotization takes place. By cross-
facing the nerve ﬁrst, waiting for the axonal ingrowth to reach
the free-end of the graft, neurotization of the platisma takes place
immediately, and function of the muscle is evident after 45 days. It
is likely that the quick functional recovery depends also on a rapid
process of vascularization of the thin platisma graft.
The second operation is carried out even in cases of negative
Tinel's sign 12 months after the ﬁrst operation, because the
reliability of negative Tinel's sign is not absolute, and it is highly
likely that axonal ingrowth has already occurred at the end of the
nerve graft.alyzed lids by cross-face nerve graft and platysma transfer, Journal of
12.022
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Karypidis (2010, 2011) already reported, clinical observations of
videos lead to the impression that functional recovery increases as
time passes.
In spite of all those considerations, the proposed technique does
not lead to constant positive results. That could be due to several
factors: 1) a paucity of axons growing through a cross-face nerve
graft; 2) a weak axonal source (in fact, the tiny healthy facial nerve
branch chosen as a motor source may not provide sufﬁcient axonal
ingrowth; conversely, a larger branch sacriﬁce could lead to an
iatrogenic eyelid palsy; 3) it is well known that long nerve grafting
is not completely reliable to carry on neural regrowth; and 4) direct
neurotization is not as effective as end-to-end neurorrhaphy to the
motor nerve proper of a speciﬁc muscle segment.
Considering the necessity to document objectively the results of
the described surgical procedure, we introduced a quantitative
photographic assessment. Indeed, photographic images are among
the most widely used objective clinical records, but they are seldom
employed for a quantitative assessment of the effects of treatment.
Indeed, even small deviations in head positioning (ﬂexion/ exten-
sion) and camera angles can causes signiﬁcant shortening or
elongations of facial structures, thus making the measurements
meaningless (Riml et al., 2011). Also, clinicians seldom include a scale
in the photograph, and the quantitative comparison of longitudinal
records is almost impossible (Sp€orri et al., 2004;Driessen et al., 2011).
To overcome the problems of image magniﬁcation, allowing the
use of even pre-existing photographs, we devised a measurement
protocol that employs the well-known constancy of iris diameter to
standardize facial dimensions (Sp€orri et al., 2004; Driessen et al.,
2011; Snyder-Warwick et al., 2015; Zago et al., 2017). The use of
image calibrations based on the iris has been proposed since 2004,
but, to the best of our knowledge, it has not previously been used
for the assessment of lagophthalmos and eyelid position before our
technical record. These structures are in the same coronal plane as
the iris, and therefore do not need additional corrections for their
anterior-posterior position (Driessen et al., 2011). In addition,
slightly different head ﬂexion and extension seem not to inﬂuence
the values signiﬁcantly (Riml et al., 2011).
5. Conclusion
Reanimation of the paralyzed eye by mean of cross-face nerve
grafting followed by platisma neurotization seems to be a logical
procedure to restore natural eyelid closure and blink reﬂex. A
standardized photographic assessment can provide quantitative
data for an objective evaluation of the procedure without addi-
tional costs or complex instrumentation.
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